(Nottingham)
Within the last ten to fifteen years the prognosis in carcinoma of the larynx has improved to such an extent that we are seriously disappointed, even grieved, when we fail in our efforts to cure a patient with a reasonably early lesion.
We have, in most cases, a choice of two forms of treatment, both with curative potential, but neither absolute. Almost without realizing it there has come a subtle change in our way of thinking. No longer do we think of cure, if cure is possible, but of cure with as little interference as possible with the resumption of normal, or near normal life. Our way of thinking has changed, but the ultimate objective remains the samecure.
The surgical treatment of laryngeal cancer inevitably means some loss of function. Even at the best laryngofissure never leaves a perfect voice; laryngectomy destroys the natural voice for ever, no matter how good the subsequent pharyngeal voice may become. Radiotherapy, on the other hand, if successful, generally results in a perfect, or near perfect, function. All our training as laryngologists being to restore function, it is natural that we should choose, whenever possible, the line of treatment which can produce the best functional result, and at times we may be tempted to overstep the boundary of safety in order to achieve this objective. There are probably few of us who, at one time or another, have not regretted our choice, and who would not wish that we could better our judgment.
It was with this object in view that, some two years ago, my senior radiotherapist colleague, Dr W D Fraser, and I commenced a review of malignant disease which had passed through our two departments between 1954 and 1960, the period that Wilson (1961) has referred to as the years of maturity of radiotherapy. Every case was reviewed and reassessed in retrospect so far as our data permitted. It was a little disappointing to find how often some essential had not been recorded in the notes, something which had possibly been too obvious at the time to seem to merit record, or so we thought, but five to ten years later was forgotten. If we learned nothing else in the course of our review, it was the need for full and accurate annotation.
At the end of each case we reviewed, we asked ourselves, had our treatment been correct?
It is all too easy to be wise after the event. If the patient is alive and well, the treatment would seem to be correct. If not, we were possibly wrong, but could we in fact have done any better? We, like all of you, have had failures where we had anticipated success. What had gone wrong? Was there a point at which we should say our judgment was at fault, or had the dice been loaded against us for some unknown reason? We have had our successes where they were little expectedcould they be repeated? There were those whose fate we knew to be sealedhad our treatment eased their path? It has been a slow, critical, but intensely interesting study, not as yet from a statistical standpointthat may come later-but from some of the trends which have moulded our present views, and as a brake on errors which we might still unwittingly make. It is this critical review which is the background cf what I have to say here. We all, laryngologists and radiotherapists alike, realize that every case must be considered in the light of both our specialties, and yet how often, for one reason or another, do we fail to correlate the two? Perhaps we as laryngologists may lag a little in our realization of this important new potential, or on occasion may over-estimate, and be over-optimistic of what it can do. How far do radiotherapists fail to appreciate the merit, the potential or the limitations of surgery? Lest we blame the radiotherapists for thishow far have we given them the opportunity of being familiar with these facts?
It is, of course, difficult to re-group one's thoughts in retrospect, but speaking personally of the early post-war years, I over-estimated the potential of radiotherapy, with no idea of its effects or its limitations, still less of its methods. Similarly, I have little doubt that in those early days many radiotherapists regarded laryngologists purely as diagnosticians who were only too liable to operate on the hopeful case, or to hand over the problem patient with a sigh of relief. Our two specialties tended to work in watertight compartments, though doubtless we paid lip-service to co-operation. Largely it was a question of handing over. We as laryngologists decided the course to take, and from that point on, our radiotherapist colleagues took over the management of the patient, having had only a limited say in the choice of treatment. Such a state of affairs must inevitably, in the end, lead to the radiotherapist feeling he must treat and do his best for all the patients referred to him, without perhaps the same critical assessment of suitability as would be the case if he were given more say in the choice of treatment.
The follow-up system, which is the only guide we have to the progress of our work, also tended to be departmentalized in most hospitals outside the teaching schools. In the days of the voluntary hospitals, with their limited financial resources, it was not easy to persuade the committees to provide the necessary clerical and record staff to institute and maintain a really efficient follow-up system. The passing of the Cancer Act in 1939 placed the onus of responsibility on Local Authorities to see that there were adequate facilities in their region to deal with the diagnosis and the treatment of malignant disease, and to maintain an adequate follow-up system for statistical records. Thus financial help became available and the radiotherapists, to their credit, took full advantage of this, and set up and maintained excellent record systems, whilst other departments continued to go without.
Following radiotherapy, most, if not all, patients were referred back to the ear, nose and throat department from whence they came, but the follow-up was largely maintained by the radiotherapy department. After a time, patients, not perhaps realizing the role of the two specialties, tended to be reluctant to attend both clinics, particularly if their appointments had not been closely correlated, and would naturally attend the one which was most insistent. I have little doubt, from our personal survey, that this departmentalism in the follow-up acted to the detriment of a number of patients during the early years under review; we have records of patients who regularly attended one departmental follow-up and were assumed to be attending the other equally regularly, until a specific enquiry on some point or other revealed that they had not done so, occasionally with unfortunate results.
Until a few years ago, in many centres, there was little close liaison between the ear, nose and throat, and radiotherapy departments. Now the need for closer co-operation is generally accepted, but the implementation of it has sometimes lagged, and there seem varying opinions as to how far co-operation between the two specialties should go. It is my submission that co-operation must go the whole waythe penalty of failure in the treatment of cancer is too dire to allow anything to be left to chance. I can only relate the sequence of co-operation as it affected our own centre, though I do not consider it unique, or by any means the ultimate ideal. Until 1949 or 1950, although we kept in close touch with each other, there was no close liaison between the two departments. At that time we realized the need for a combined followup clinic to which we might refer the laryngeal cases which had been treated by radiotherapy. To begin with the reference of patients was linked to the individual consultants who had treated them. Now the scope has widened till all but a few, for whom other arrangements have been made, attend these regular follow-up clinics, where they are seen together by a consultant laryngologist and a consultant radiotherapist. By and large, they see the same consultants throughout, but not necessarily so. To some extent this has involved the occasional suirrender of individual patients to a common pool, but we have never regarded this as of importance as against the certainty that they are seen at consultant level by representatives of both departments.
In the early days of our combined clinic, we did not refer patients who had been treated by surgery only, but my radiotherapy colleagues suggested that those patients should also attend the follow-up clinic, so that they would have some idea of what happened to patients who had not been treated by irradiation. It proved a judicious move, for, as the radiotherapists have become more familiar with the results obtained by surgery, and they had hitherto had no chance, the harmony of our approach has improved. The next stage was the logical one: if we were to have a combined approach in the after-treatment, surely it was of greater importance to have a combined approach in the initial assessment. Now every patient with malignant disease who comes to the ear, nose and throat department, is seen by or discussed with a radiotherapist, whatever our opinion as to the correct line of treatment, and similarly a patient referred direct to the radiotherapy department would invariably be referred to us.
More recently, possibly a little tardily, those patients with a recognized pre-malignant condition are now registered in the same way as those with malignant disease, and attend the same clinic, and more and more the laryngologists are being invited to see cases of laryngeal carcinoma in the course of treatment. Thus have we become more familiar with the stresses of irradiation therapy. This is not a unique story, the same tale could be told up and down this country. Most centres now have combined clinics, but there are still some where patients are seen independently by the radiotherapist and the laryngologist. Circumstances may make this inevitable, but, whenever possible, I commend to you the practice of the combined clinic. Apart from its more obvious advantages, it is one of the most stimulating and enjoyable experiences which one has in the practice of laryngology.
In centres where a combined clinic is impracticable, individual clinics with cross-reference of notes will achieve the double purpose of safeguarding the patient and providing the necessary statistical data; but they cannot provide the same opportunity to discuss the causes of failure, and it is on such discussion that we must largely rely to better our judgment.
In the course of preparing this Address, I sought the opinion and advice of a number of Members of this Section as to the practice in their particular centres, as compared with our own. From a number of centres there were reservations with regard to the policy of a pretreatment consultation, though all agreed as to its desirability.
If there should be disagreement between the laryngologist and the radiotherapist as to the course of treatment to be advised, I, personally, have no doubt that the opinion of the laryngologist must be dominant, for a number of reasons. First, as mentioned above, our whole training as laryngologists is toward restoring function, and therefore, though we are not committed to any one line of treatment, our bias will be away from surgery and toward radiotherapy. Secondly, no matter how well a radiotherapist may be able to examine a larynxand many are experienced laryngoscopiststhe type of lesion which a radiotherapist would see would naturally be the malignant case. He would not have the variety of laryngeal conditions placed before him, and would, therefore, be less able to assess the minor changes in appearance on which so much may depend. Thirdly, from the patient's standpoint: He has something the matter with his throat. It is to a throat specialist that he turns for advice, and whose opinion is sought. The throat specialist must, of course, be prepared to give due weight to the opinion of his colleagues, but he must make and give the final decision. Mask it as we will, the patient knows, or at least suspects, that he has cancer, and the decision is vital to him; the giving of it can never be delegated.
This question of who has the dominant opinion should be more academic than practical. If both consultants will view the patient's problem with an open mind, and will state in writing, as they ought to do, what their view is as to the prospect of successful treatment, there can rarely be much divergence of opinion. If there is, it will soon be manifest in the follow-up, if that be conducted properly, for therein every failure must be reviewed critically to assure that failure was not attributable in some degree to faulty judgment.
Nevertheless, this question of divergence of opinion has been expressed so often in my enquiries that I feel it is a real problem in the minds of many. In this respect, the procedure adopted in Aberdeen is of interest. I have the permission of Mr E G Collins (1962, personal communication) to quote from a letter to me on this subject: 'Here we have one of the general surgeons who specializes in malignant disease in general and is termed the Cancer Co-ordinating Officer. He presides over our Malignant Diseases Committee, and is the first person we consult if we have a cancer case. As a rule these consultations are done in the Ear, Nose and Throat Ward, but we may see cases together in out-patients. If it is our opinion that radiotherapy would be the best line of treatment, then the radiotherapist is called in for consultation. Whenever possible one or other of them is present when carrying out a biopsy so that the extent of the lesion can be more fully visualized.'
While such a policy might not be universally acceptable, it certainly provides food for thought. I am told that the planners of the National Health Service contemplate fewer, but bigger and better, radiotherapy centres, with more and higher powered equipment, presumably on a regional basis. They have very strong arguments in favour of so doing from the viewpoint of treating cancer as a pathological entity. Are their arguments quite so convincing from the viewpoint of treating patients? I may be oldfashioned, but I am convinced that personal contact and trust, as between the patient and the clinician, as between the laryngologist and the radiotherapist, is far too valuable an asset be lightly thrown away. Distance might well become a barrier to that close co-operation from which the patient benefits so much. 'Cancer should not be recognised as a specialty in itself. The essence of its diagnosis and treatment lies in consultation between the general practitioner, surgical, medical, gynecological or other specialist consultants and the radiotherapist. The surgery of cancerhas been subdivided amongst the many branches of surgery. The radiotherapy of cancer, on the other hand, is both a recognised and a practical specialty and should be under the control of radiotherapists engaged solely in that work. The radiotherapy centre should be a department of a large general hospital.' Paragraph 19 from the same enclosure, referring to Peripheral Clinics for consultation follow-up, reads:
'It is important that the radiotherapist from the main . . . centre attending these clinics should be of consultant status and not a junior medical officer or a trainee radiotherapist.'
The meaning and intention of these paragraphs is clear cut, and if their spirit is accepted all is well, for the emphasis is on consultation and co-operation at consultant level, but we must guard against any tendency for radiotherapy to be regarded as the be-all and end-all in the treatment of cancer. On this I am certain our radiotherapy colleagues would agree. Yet it could all too easily happen if the radiotherapist becomes too remote from those surgeons who refer their patients to him.
There is much to be said for centres for the treatment of cancer where every facility can be offered, staffed by consultants with a special interest in malignant disease, from every branch of surgery and medicine, by biochemists, by physicists, by all who are called upon to treat cancer by modern methods. That is rather a different picture, and in the larger centres of population may well be the future pattern.
There is probably little divergence of opinion in this country as to the treatment of choice in the early case of malignancy, confined to one cord with no limitation of its movement. The response to radiotherapy is so good that laryngofissure is now rarely required. The choice is no longer between operation and irradiation, but between methods of irradiation. In general results are excellent, but a small percentage will fail to respond and a careful follow-up is essential. This raises the possibility of limited surgery following radiotherapy. There is a widely held view that if radiotherapy fails, laryngectomy is inevitable, but I share the view of Lewis (1961) that there may be a place for limited surgery after irradiation. If the initial lesion would have been amenable to laryngofissure, it seems possible that the recurrence will be. The difficulty is to appreciate early enough that there has been a recurrence or, perhaps more accurately, to know that the growth has not been controlled.
It is the minor changes revealed by the most mneticulous follow-up, and the most meticulous annotation, supplemented by sketches or better still by photography, which can lead us to a conclusion early enough to permit of limited surgery and forestall laryngectomy. Biopsies may be of little help. They may even give a false sense of security, for though the initial lesion may have been on the surface, the residual focus is liable to be in the depth of the tissue, and no biopsy will reveal it. I feel we must be prepared to act on our clinical judgment in such cases. Delay at this stage, a reluctance to operate without irrefutable proof, is probably the underlying cause of the dictum, laryngectomy or nothing, but the decision will always remain a difficult one, for such cases are rare and few of us will ever have the opportunity of observing a significant series; if in doubt, laryngectomy is probably the safer course.
It is in the more advanced conditions that we have our biggest problem in advising the patient, the choice resting between radiotherapy and laryngectomy. In our endeavours to preserve function, our inclination will always be to advise radiotherapy, and probably many of us have at times overstepped the boundary of safety. No matter how clear we may be in our minds as to our indications for this method or that, there will still be the border-line cases, when we come down to the individual patient.
We all have our view as to the disability occasioned by laryngectomy, coloured by the fact that it involves, at least for a time, loss of the power of speech, but it is a well-tried operation and in suitable cases the prognosis is excellent. The immediate operative risk is small in these days, primary healing is almost certain, the period of hospitalization may be as little as three weeks, and many patients can return to work in six. The majority of patients will develop a useful pharyngeal voice, although admittedly, a few patients never acquire the technique. In the words of one of my own laryngectomized patients: 'The only thing I cannot do is swim.' Surely that is not too great a price for a life.
Sometimes we may be tempted to regard radiotherapy as a relatively innocuous procedure which may with impunity be tried out first. We as laryngologists are liable to have a false picture, as many of us have in the past had little opportunity of observing the patient in the course of treatment. Certainly many patients do not regard irradiation as a relatively innocuous procedure. Many complain of severe discomfort, sometimes for long periods after treatment. Then there is the risk of delayed surgical healing should laryngectomy subsequently become necessary. The risk of this is not as great as it once was, but it is still present, and delayed surgical healing means prolonged hospitalization and a very trying convalescence for the patient.
Another factor, to which perhaps we give too little thought, is the intense depression and fear of many patients who have been treated by radiotherapy which has failed. We may have explained that radiotherapy was not necessarily a cure, but that it was well worth a trial, and if it failed, that they were no worse off, as this treatment would not prejudice a subsequent operation. Nevertheless, there may remain a haunting doubt that this, the second attempt, may also fail. It is not a thing patients readily talk about, but several have raised it with me.
Looking back, I have rarely regretted a primary laryngectomy; I cannot say the same when I have been in doubt but have thought that radiotherapy was just worth a trial.
The decision of what to advise the patient can be very difficult. If the prospect of successful treatment by radiotherapy is good, it should certainly be given preference, but if there is serious doubt, I feel we must not be too squeamish about advising laryngectomy, and yet, with the advancing technique of radiotherapy, one always hopes that the border-line has moved just a little more in its favour. There is much to be gained in saving a functioning larynxbut not at the risk of a life.
It is in the treatment of such patients, above all others, that a primary consultation between radiotherapist and laryngologist is vital, each to maintain the correct perspective of the other, but such a consultation is futile if both cannot approach the problem with an open mind, and consider only the patient and the best prospects of his cure. There may be second chances, there frequently are, but they are rarely as good as the first.
It is not my object in this Address to consider indications for operation or radiotherapy. That has already been done by Ormerod (1954) in his Semon Lecture, and by others better qualified than I to put these views before you. My object has been to put up a plea for co-operation between the two departments which in these days treat cancer of the larynx, and to try to justify my views from personal experience.
There is, however, one group of patients to which I would like to referthose in whom it is felt that neither radiotherapy nor surgery by itself can effect a cure, but where a combination of the two might be successful. Ten years ago I would have accepted the view which is widely held in this country that there is little place for radiotherapy after surgery. Certainly up to that time, when I had occasion to refer a failed laryngectomy, the results of subsequent irradiation had been far from encouraging. In 1952, one particular patient cast my first doubts on the validity of this assumption:
The patient, a miner aged 35, came into our care with a large growth and fixation of one-half of the larynx with a few discrete glands. There was dyspncea on exertion but none at rest. At consultation with the radiotherapist, we agreed that his prognosis was poor, and that a combination of radiotherapy and surgery would be necessary to effect a cure, if indeed a cure were possible at that stage. In accordance with our custom at that time, radiotherapy was given precedence, but after his first treatment, whether cause and effect or not, he became extremely dyspnoeic. Within a few hours his condition deteriorated to such an extent that surgical relief became necessary, and a laryngectomy was performed with local removal of such glands as were readily accessible. He was not regarded at that time as fit for a block dissection. Primary healing took place, but we were conscious that our margin of safety at operation was far too narrow for comfort and decided on immediate postoperative irradiation, which was commenced on the tenth day after surgery. We were fearful of the reaction so soon after operation, and would not have been surprised if the wound had broken down, but this was a risk we feltjustified in taking. In fact the reaction was no more than in an unoperated patient and there was no interference whatever with healing. Now, ten years later, he is on full employment at the pit head, and has one of the best pharyngeal voices I have ever heard.
This was one of those unexpected successes we might hope to repeat. In the course of a relatively short time, the same sequence was forced on us by three other patients. The first was a man aged 41, who had worn a tracheotomy tube since diphtheria at the age of 1, and forty years later had developed a carcinoma extending from the tracheal stoma to the vocal cords. Operation proved difficult owing to adhesions and scarring, and the margin of excision was regarded as critical. In the second case we had dealt with a subglottic growth. Macroscopically the removal appeared to be complete, but the pathologist reported that there was submucosal spread beyond the line of excision. The third was a patient who had a growth of the anterior part of the larynx, which had spread forward and invaded the cartilage, muscles and skin. Operation 6 involved removing an area of skin in front of the larynx along with the larynx itself, with the result that the tension on the flaps was considerable. If any case should have broken down as a result of irradiation, I feel that this should. There was, however, not the slightest interference with healing. None of these patients, all alive today, had a block dissection.
These four cases, in a relatively short time, led us to doubt the validity of the view that radiotherapy must be given preference to be effective, and we began to examine it more closely. This view is based on the fact that the success of irradiation is dependent on the blood supply to the affected part. In the operation of laryngectomy, we sever only two major vessels, the superior laryngeals, and we remove the greater part of the area supplied by them. Moreover, in the natural physiology of healing, there is a period when the blood supply is actually increased. Should not this be the rational time for irradiation? If we are to wait until scarring has set in, I believe the value of radiotherapy to be very limited in post-operative cases, or such has been my experience; but early enough, and by early enough I mean starting radiotherapy twelve to fourteen days after surgery, our experience would lead us to the belief that postoperative irradiation can be invaluable, and that we need not be deterred by the risk of delayed healing.
Encouraged by the results of these cases, where a change of sequence was more or less forced upon us, it is now our custom to operate first in patients who have respiratory obstruction and who require combined treatment, and also to advise immediate irradiation in those cases where there is doubt of the margin of safety in excision, or where the pathologist has reported this to be the case.
This policy has three main advantages: Operation is in an undisturbed field and primary healing is more certain, the extent of the lesion can be defined more accuratelya thing I personally find very difficult in post-irradiation excisionsand the distress of respiratory obstruction is relieved at the earliest stage. Obviously, one does not expect a high success rate in cases of this gravity. Inevitably there will be failures, but at the moment we feel that our results are significantly better. Time will tell, for the number of these cases is not high.
Such are some of my thoughts, and afterthoughts, after some thirty years in the practice of laryngology in a provincial hospital. When I began, surgery offered the only hope of cure in the patient who had cancer of the larynx. To-day we have radiotherapyto-morrow we know not what. I think we would all agree that neither surgery nor radiotherapy is the ultimate answer. Possibly chemotherapy in one of its forms may change the whole picture of malignant disease, as it has changed the whole picture of sepsis within our lifetime.
In this changing world, little is certain; our beliefs to-day may be outmoded to-morrow, but whatever changes we may see, two things will never change: first, we must remember that we are treating individual patients and not diseases and, secondly, we must not think of different ways of treating a patient, but rather of facets of one way. Our specialties count for little, still less our prides and our prejudices. Only our patients matter, and anything which we can do to coordinate our services, and by so doing improve their prospects, must inevitably be right. To you, my younger colleagues, lies the future. You will know advancements which we of an older generation have only dreamed of and hoped for. But advancement comes only by searching out the inadequacies of the past, and I commend to you the practice of critically reviewing every case, success or failure, with your radiotherapist colleagues, in order that you, and they, may better your judgment and be ready for the advancements yet to come.
In conclusion, I would wish to record my indebtedness to my colleagues in the Ear, Nose and Throat and Radiotherapy Departments of Nottingham General Hospital, whose friendship, co-operation and advice have brought me so much pleasure, and to those Members of the Section whose communications assisted me in obtaining an overall appreciation of the problems involved in establishing a combined clinic under varying circumstances.
